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There is a global epidemic of obesity and, coinciding
with this, a high prevalence of obesity coexisting with
asthma. Research suggests that adults with asthma
and obesity have asthma that is more severe, including
poorer control, reduced lung function, and more frequent
exacerbations, than do those with asthma who are
not obese.(*) They also have a diminished response to
asthma pharmacotherapy, including B, agonists, inhaled
corticosteroids, and montelukast.®® The reduced efficacy
of maintenance and reliever medications likely plays an
important role in poorer asthma outcomes. However, we
still do not properly understand the impact that obesity
has on asthma outcomes, the mechanisms responsible,
or the ideal management approach, which represents a
major problem.

In a study published in this issue of the JBP, Souza et
al.®® examined the prevalence of respiratory symptoms
and asthma according to body mass index, as well as
evaluating the factors associated with asthma in more
than 1,000 adults 40 years of age or older. Their study
was a cross-sectional subanalysis of the Respira Floripa
study, in which the study population was derived from
a metropolitan area in Brazil. Participants self-reported
respiratory symptoms and underwent pulmonary function
tests. The authors demonstrated that a diagnosis of asthma
is more common in obese individuals, physician-diagnosed
asthma being three times more common in individuals
who are obese than in those of normal weight. This is in
line with the findings of a 2007 meta-analysis showing
that obesity precedes the development of asthma,
nearly doubling the odds of incident asthma. In their
study, Souza et al.®® also showed that the prevalence
of respiratory symptoms, particularly dyspnea and
wheezing, are highest in obese individuals, irrespective
of smoking status. Notably, the authors found that,
among nonsmokers, chronic expectoration and chronic
bronchitis-like symptoms were most common in those
who were obese, whereas the prevalence of chronic
expectoration did not differ by weight category among
current and former smokers. That finding suggests that
smoking masks the obesity-induced effects of mucous
production. Among the nonsmokers, rhinitis was common
and its prevalence was higher in those who were obese,
whereas it was similar among the current and former
smokers, independent of body mass index. This was an
important real-world study that adds to our understanding
of the impact of obesity in adults with asthma.

Although the mechanisms responsible for the association
between obesity and asthma are not clear, it is likely
due to a combination of inflammatory and mechanical
influences. The rise in obesity is thought to be the result
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of changing lifestyles, a poor diet and physical inactivity
being the key drivers. Such changes lead to excess adipose
tissue, together with alterations in the microbiota and
immune system, including increases in IL-6 and TNF-a.”)
Obesity is characterized by an increase in neutrophils,
in the adipose tissue and in the circulation.®® Our
group, as well as others,*? observed an increase in
neutrophils in the sputum of obese adults with asthma,
suggesting that the systemic inflammatory effects of
obesity extend to the airways of susceptible individuals
with asthma. In relation to the mechanical effects, fat
tissue in the chest wall reduces chest wall movement and
chest cavity volume, whereas abdominal fat tissue limits
lung inflation by reducing the ability of the diaphragm
to shift downwards.*® That may contribute to reduced
lung function and the sensation of dyspnea in obese
adults with asthma.

The effective management of asthma in obese individuals
requires an individualized, multidisciplinary approach,
including the assessment and treatment of comorbid
disease. Souza et al.® found that wheezing and dyspnea
were both more common in obese individuals. In another
study conducted by our group,**) we demonstrated that
a 5-10% weight loss is effective for improving asthma
control (including symptoms of wheezing and dyspnea),
as well as lung function and asthma-related quality of
life, in overweight and obese adults with asthma. Taken
together, these findings suggest that, although obesity
worsens wheezing and dyspnea, a modest weight loss can
effectively reduce those symptoms. Souza et al.® also
found that the prevalence of heart disease and diabetes
is higher in obese individuals, who also have the highest
incidence of asthma. This is indicative of the increasing
burden of chronic disease in the population over 40 years
of age and, because heart disease and diabetes are both
also associated with increased systemic inflammation,
underscores the need to assess and manage systemic
and airway inflammation in individuals with asthma. The
greater neck circumference in obese individuals also
suggests that assessment and management of sleep
apnea are likely to be critical and may improve quality
of life in those with asthma. Although there have been
some studies suggesting possible treatment pathways,
much more research is needed. Due to the paucity of
research in the area, guidelines for the management of
obesity-associated asthma do not exist. Further studies
such as this are urgently needed so that management
guidelines can be developed.

In conclusion, the Souza et al. study® provides important
new data regarding the association between obesity and a
diagnosis of asthma, as well as the clinical consequences
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of obesity in individuals with established disease. The
findings corroborate those of previous studies in this
area and will facilitate the development of clinical
guidelines for the management of obesity-associated

asthma, which currently do not exist. Further research
is needed in order to determine the ideal treatment
pathway for managing symptoms and improving patient
outcomes in obesity-associated asthma.
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